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RULES (CRITERIA) PLAN OF CORRECTION Completion
Dat
§11-100.1-15 Medications, (¢) PART1 =

All medicetions and supplements, such as vimmins,
minerals, and forrnulas, shall be made available as ordered
by a physician or APRN.

FINDINGS

Resident #1 fias the following redication ordeys listed on
the medication administration record {(MAR) which do not
correspond with the physician order:

* Dulcolax 10 mg-suppositary insert one every 3
days PRN- order did not include the term PRN
and the indicatibn for use

» Robitussin DM ]¢ mg/100 mg 1-2 (sp svery 4-6
hours via GT- order did not include the term
PRN and the indication for nse

*  Promethazine HCL 6.25 mg/5 ral syrup 2 tsp via
GT every 6 hours- order did oot include the
term PRN and the indication for use

*  Codeine/Guiafenesin 10 mg/100 mg take 5m] via
GT every 4 hours- order did not include the
term PRN and the indication for use

DID YOU CORRECT THE DEFICIENCY? \ﬁjem

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) P1.AN OF CORRECTION Compietion
Date
§11-100.1-15 Medications. (e) PART 2
All medications and supplements, such as vitamins,
minerals, and formulas, shall be made available as ordered
by a physician or APRN. FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1 has the following medication orders listed on PLAN: WHAT WILL YOU DO TO ENSURE THAT
the medication administration record (MAR) which do not IT DOESN’T HAPPEN AGAIN?
correspond with the physician order: . :
- A i . i ] . ]1 A ed
*  Dulcolax 10 mg suppository insert ong every 3 Al l e && L"tL“&rLAW\ ¢ LL'&/VB ) le 0
days PRN- order did not include the term PRN . NP T - CEL Yl e TN
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e Robitussin DM 10 mg/100mg [-2 tsp every 4-6
hours via GT- order did not include the term
PRN and the indication for use

¢ Promethazing HCL 6.25 mg/5 ml syrup 2 tsp via
GT every 6 hours- order did not include the term
PRN and the indication for use

* Codeine/Guiafenesin 10 mg/100 mg take Sml via
GT every 4 hours- order did not include the term
PRN and the indication for use
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Fab. 20. 2020 §:47MM

Al medication orders shall be reevaluated and signed by the
physician or APRN every four montbs or es ordered by the
physician or APRN, not to excced one year.

FINDINGS
Resident #1- The following medication orders were not
reevaluated and sigeed by the physician every four (4)
months: :
* Triamcioolone 0.1% ointment to rashes BID, hold -
if rash gets worse- reviewed by the physician on
3/15A19, 11/15/19, and 1/22/20

s KCL 10 mEq 30 ml via GT BID- reviewed by the
' physician on 3/15/19, 5/6/19, and 1/2/20

Correcting the deficiency
after-the-fact is not
practical/appropriate. For
this deficiency, only a future
plan is required.

RULES (CRITERIS) PLAN OF CORRECTION Completion
_ Date
@ §11-100.1-15 Medications. (g) PART 1




RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-15 Medications. (g) PART 2
All medication orders shall be reevaluated and signed by the
physician or APRN every four months or as ordered by the
physician or APRN, not to exceed one year. EMEM
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1- The following medication orders were not PLAN: WHAT WILL YOU DO TO ENSURE THAT
reevaluated and signed by the physician every four (4) IT DOESN’T HAPPEN AG AIN"
months:
* Triamcinolone 0.1% ointment to rashes BID, hold & ahn GLQ,Q, YY\.A./&_,( n
if rash gets worse- reviewed by the physn,clan on \
3/15/19, 11/15/19, and 1/22/20 it e feacdonde g M/ fho R
» KCL 10 mEq 30 ml via GT BID- reviewed by the (€ - ""M

physician on 3/15/19, 9/6/19, and 1/2/20
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7 RULES (CRITERIA) PLAN OF CORRECTION Completion
. Date
§11-100.1-17 Records and reports. (b)(3) PART1

During residence, records shall include:

Progress notes that shall be written on 2 monthly basis, or
more often as appropriate, shall include observations of the
resident’s response to medication, treatments, diet, cars plan,
any changes in condition, indications of illness or injury,
behavior patterns including the date, time, and any and all
action taken. Documentation shall be completed
immediately when any incident ccours;

FINDINGS
Resident #1- Progress notes did not reflect the following:
s« Use of Hoyer lift with transfers
+ Response to twbe feedimg for nutrition and nutrition
and hydration
» Response to activities as reflected on the actmty
schedule

DID YOU CORRECT THE DEFICIENCY? la&d,

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA)

No. 9633

§06-692-7414

PLAN OF CORRECTION Completion |
Date
§11-100.1-17 Records and reports. (b)(3) PART 2
During residence, records shall include:

Progress notes that shall be written on a monthly basis, or
more often as appropriate, shall include observations of the

resident’s respomnse to medication, treatments, diet, care plam,

any changes in coudition, indications of illness or injury,
behavior pattems inchnding the date, time, and any and all
action taken. Docunientation shall be corupleted
immediately when any ncident occurs;

FINDING
Regident #1- Propress notes did not reflect the following:
» 1fae of Hoyer lift with transfers

e  Response to tube feeding for nutrition and nutrition

and hydration
¢ Response to activities as reflected on the activity
schedule

1TV v PN

FUTURE PLAN

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?
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No. 9633
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Feb. 20. 2020 8:46AM

During residence, records shall include:

| Entries describing eatments and services rendered,

FINDINGS

Resident #1 with physician order to flush 100 mh of water
every tube feeding; however, no documentation that the
water flush is being given as ordered.

[Andee - deedonse

DID YOU CORRECT THE DEFICIENCY? Lj%

S

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
_ Date
§11-100.1-17 Regords and reports. (b)(4) PART 1




RULES (CRITERIA)

PLAN OF CORRECTION Complction
Date
§11-100.1-17 Records and reports. (b)(4) PART 2
During residence, records shall include:
Entries describing treatments and services rendered; FUTURE PLAN
FINDINGS USE THIS SPACE TO EXPLAIN YOUR FUTURE
Resident #1 with physician order to flush 100 m] of water PLAN: WHAT WILL YOU DO TO ENSURE THAT
every tube feeding; however, no documentation that the IT DOESN’T HAPPEN AGAIN?
water flush is being given as ordered. o
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In addition to the requirements in subchapter 2 and 3: -

A registered nurse other than the licensee or primary care
giver shall train and monitor primary care givers and
substitutes in providing daily personal and specialized care
to residents as ueeded to implement their care plan;

FINDINGS
3CG #2, and SCG #3- No documentation of training by the

RN case manager in the use of Hoyer lift to transfer
Resident #1.

Primary Care Giver (PCGQ), Substitrte Care Giver (SCG) #1,

DID YOU CORRECT THE DEFICIENCY? \ju&

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-83 Personnel apd staffing requirements. (1) PART 1.
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PLAN OF CORRECTION

No. 3633

§08-692-7414

RULES (CRITERIA) Completion
Date
§11-100.1-83 Per el and ujrements, {1) PART 2
In addition to the requirements in subchapter 2 and 3:
FUTURE PLAN

A registered nurse other than the licenses or primary care
giver shall train and monttor primary care givers and
subslitutes in providing deily personal and specialized care
to residents as noeded to implement their care plan,

FINDINGS

Primary Care Giver (PCG), Substitute Care Giver (SCG) #1,

SCG #2, and SCG #3- No documentation of training bty the
RN case manager in the use of Hoyer lift to transfer
Resident #1.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN’T HAPPEN AGAIN?

é) i&J&,ﬂJal Vl%ﬁtL£?, Hs
R o Maviaced whaon Hee

C«A/Faouam/ﬁPﬂu\) oy dins, WWL{*?{'

mwwmw
k o b o —thuwnsytaAr (EOKCLVA%
ey JYLA\ A 0&) Qf}ﬂ&LA—CLK\Ef,Ji

Rn Caax \(\UVM hall ‘j"‘*ﬂ
o oy A (3(»«.2-C‘ ALAS
Gp-ibl E N ) wa e wak

(Pee
£ o Avwnoker veacdedt oy

R
0"&0}»;1\,\ ‘S*glu, a\t Q Cark

(',cuu

"‘\’(OL&.V\A

4

W\WL 2V o e

>fufrez0

eb. 70. 2020  §:49AM

r

QJ\AI?VxAE \AfLa,q .

11




12/14

P.

No. 9633

808-692-7414

Feb. 20. 2020 8:49AM

RULES (CRITERIA) PLAN OF CORRECTION Completion
Date
§11-100.1-88 Case management qualifications and services. PART 1

(GLCY

Case management services for each expanded ARCH
resident shall be chosen by the resident, resident’s family or
surrogate in collaboration with the primary care giver and
physician or APRN. The case manager shall:

Update the care pian a3 changes occur in the expanded
ARCH resident care needs, services and/or interventions;

FINDINGS
Resident #1- The care plan does not reflect the use of Hoyer
lift for transfers.

DID YOU CORRECT THE DERICTENCY? j%

USE THIS SPACE TO TELL US HOW YOU
CORRECTED THE DEFICIENCY
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RULES (CRITERIA) PLAN OF CORRECTION Completion
, Date
5 | §11-100.1-88 Case menagement qualifications and services. PART 2
(c)4) ' .
Case management services for aach expanded ARCH FUTURE PLAN

resident shall be chosen by the resident, résident’s family or
surrogete in collaboration with the primary care giver and
physician or APRN. The case manager shall:

Update the care plan as changes ocour in the expanded
ARCH resident care needs, services and/or interveations,

FINDINGS
Resident #1- The care plan does not reflect the use of Hoyer
Lift for transfers.

USE THIS SPACE TO EXPLAIN YOUR FUTURE
PLAN: WHAT WILL YOU DO TO ENSURE THAT
IT DOESN'T HAPPEN AGAIN?
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Licensee’s/Administrator’s Signature: 244"""43&" ¢ [2/\—{/7\_‘

Print Name: - LEAE )10 BEILAf

Date: /md/kiﬁ, J -0l
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Licensee’s/Administrator’s Signature: }«-—M&. ﬁﬁ() Py

Print Name: |- ¢[00 it = il
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